MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE g ' \ '
L . '6‘ 3 ‘Z s ( 5 STATE II.E NUMBE|
OT WRIVE AMENDED Registration District No. rimary Reglstration District _2__ Regititar’s No. __ F U, R

%oll':'ms sTUB
FichcrormeaiCT ]_ 0 196 3 2. USUAL usm:m:! {Where decensed Tived T imafittion Reaidence bofors
* oMY Jackson * SR Missourt MY Jackson i
b. CCI)TY {If gutside corporate limits, give TOWNSHIP only} Length of stay in 1b c. CITY Inside Limits
own Raytown 22years TOWN Raytown Yos ¥ No OO

c. ﬂ.lé.épllirAME OF (If NOT In hospital, give location} Inside Limits d. STREET {1 outside, give location) Reside on qur‘n

INSTITOTION. 6616 Raytown Rd Yéa 3 NeO ADDRESS 6616 Raytown R4 Yes [ No B

3. NAME OF DECEASED First Middle Last 4. DATE Month Yaar

{Type or print) .
Lena Je .Allison oeam October 5y 1 963
5. SEX 6. COLOR OR RACE 7. Married [1  Never Married [] Ha. DATE OF BIRTH | 9. AGE (last birthdey) [IF UNDER 1 YEAR | IF UNDER 24 HR

Female Caucasian | Wdwd® OO | 99441871 91 Mortia | Daws | Hours [ M.
10a. USUAL OCCUPATION (Give kind of work done [ t0b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLALE (City and sfate or country) | 12. CITIZEN OF WHAT COUNTERY

HoN SaWLFg™ e oo i rered Home Mt Pleasant Mo, USA

13a. FATHER'S. NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF
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James Johnston Emily Challls John L, Allison
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. |17. INFORMANT Address 661 6 Raytoﬁg :
18. CAUSE OF DEATH (Enter only one cavze per
PART I DEATH WAS CAUSED BY: ONSET AND DEATH
e cxvse 0 __ UMD i pe FallorlBlars L.
‘which gsve rize to
above cause (a), -~ ’ )
iying couse Itﬂ DUE TO (c) . -' - . 4 ey i "' - - y " ﬁ j e h ‘ b
PART 11. OTHER SIGNIFICANT CONDITIONS CONTNBUTING TO DEATH but not related’ to the terminll PAR (ITRTS deceuod wl's female was
. IDYnIDNoJDUnI:mn
19. WAS AUTOPSY 20a. ACCBENT SUK[::"DE HOMD|C1DE 20b. DESCRIBE ROW INJURY OCCURRED. (Enter nature of injury in PART | or PART || of item 18.)
VeSO No DI '
20c, TIME OF Hour Month, Day, Yesr

(YQN’!O, or unknown) I(If yes; give war or dates of .
o Leland S Allison Raytown Mo.
Conditions, if any,]  DUE TO (b) &W M /0 Vﬂw .
stating the wn ]
disease condition given in PART | {e) thore a pregnancy in last 90 deya.
FORMED?
iNJURY a.m. . : .

pm. _ .
20d. INJURY QCCURRED 206, PLACE OF INJURY {a.g,, in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

’ ~WHILE AT WORK (] farm, factory, strwet, office bldg., etc.)
"NOT WHILE AT WORK []

¥ f hor .. N
21. | attendad the deceased fr . m—_ﬁé—s—m‘d last saw pi, alive °ﬂ—¢-M3———_,
Dn;rh occurred ot : on the date stated above, and to the best of my knowledge, from the causes stated,

22e. ilGNAI'I.I[RE . . f rn!gl:-tiﬂo) .. -m‘b Lﬂbﬁ! . . - | ’ C ?;:?fzos

238, BURIAI. CREMATION, | 23b. . NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county) {Stare)

ﬁu f”T"'M 10=7- 1963 Floral Hills Kansas Clity, Mo.

25, DATE RECD. BY LOCAL REG. |26. REGISTRAR'S SIGNATURE

4. FUNERAL D
Floraf Hiils Funefﬁh Home - /0-6~L 3
Xansas Gi Es H !!i:ss;u&-l- (Li d Embalmar's St o Reverse Side)

MEDICAL CERTIFICATION ~

USE BLACK INK
.OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NOC.,
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STATEMENT- BY LICENSED EMBALMER

3
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| hereby certify that ‘rhe" Body whose name is recorded on the reverse side of this cerfificate was embalmed by me
“or by

Student Embalmer No.
working under my personal supervision.

Student

Signature of Student Embalmer

MNote:

The above MUST BE SIGNED BY THE .- LICENSED EMBALMER in’ his OWN HANDWRITING (Failure to" comply
wnh the abave constitutes gfounds for revocation of. license). *

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
L If this’ body is_not- embalmed fact should -be so° srated above.




